referred for a scarred, vascularized corneal mass. The patient had reported occasional mild ocular discomfort in the left eye and loss of light perception over the last year. Visual acuity was 20/20 in the right eye and no light perception in the left eye. Intraocular pressure was 32 mm Hg in the left eye. Fundoscopic visualization was not possible due to corneal opacity. B-scan ultrasound showed an infiltrative, low-reflective choroidal lesion and inferior retinal detachment. Pathology from the enucleated globe revealed diffuse sheets of CD20+ small B cells replacing the choroid, characteristic of a low-grade small B-cell extranodal marginal zone lymphoma.
Introduction
Choroidal lymphoma is a rare ocular disease characterized by the proliferation of lymphoid cells, typically B cells, into the choroid tissue [1] . Cases can be classified into either primary lymphomas, which are the least common and are typically low-grade B-cell non-Hodgkin's lymphomas, or secondary manifestations of systemic lymphomas, which are more often higher-grade malignancies [2] . Although few large studies have been conducted on the disease due to its rarity, several reports have identified clinical patterns in choroidal lymphoma patients. Choroidal lymphomas are typically unilateral and present with mild, insidious onset of symptoms (if any), such as blurred vision, with few patients reporting ocular pain or redness [3] . Compared to primary lymphomas, secondary lymphomas were more likely to be bilateral and are associated with poorer visual acuity [3] . The mildness of symptoms with choroidal lymphoma can delay diagnosis.
On clinical exam, the presence of multifocal, creamyyellow patches at the level of the choroid on fundoscopic exam, obscuration of the choroidal blood vessels, and anterior transscleral epibulbar extensions visible as pink masses under the conjunctiva and Tenon's fascia are characteristic [3] . Ultrasound is the most useful imaging modality; hollow thickening of the choroid and posterior epibulbar extensions can be seen, with low-reflectivity in the lesions [3] . Histopathologic confirmation is required for definitive diagnosis, which can be achieved using transvitreal or direct transscleral needle or vitrectomy cutter biopsy [2] [3] [4] . Herein, we describe a case of a choroidal lymphoma identified during workup for a suspected corneal mass, confirmed through histopathologic analysis of the enucleated globe.
Case Presentation
A 77-year-old man with a 10-year history of poor vision in the left eye was referred to ocular oncology clinic for a suspected corneal mass. The patient reported that a corneal scar had developed 10 years earlier and had been attributed to a herpes simplex virus (HSV) infection. In the 3 months prior, the corneal scar progressed and bulged into what appeared as a mass. Over the previous year, the patient experienced occasional mild discomfort and had gradually lost the ability to perceive light and shadows (the patient's baseline). The patient had no other significant ocular history. His medical history was significant for prostate cancer treated surgically, and coronary artery disease treated with bypass surgery and pacemaker implantation.
On examination, visual acuity was 20/20 in the right eye and no light perception in the left eye. Intraocular pressure by pneumatonometry was 20 mm Hg in the right eye and 32 mm Hg in the left eye. Extraocular movements were full bilaterally. Slit-lamp examination of the left eye revealed moderate conjunctival injection of the left eye with a large central ectatic area and descemetocele protruding 5 mm from the corneal surface, which was opaque and vascularized, obscuring any view of the anterior or posterior segments (Fig. 1) . Examination of the right eye was unremarkable. B-scan ultrasonography of the left eye was performed and revealed an infiltrative, lowreflective choroidal lesion with inferior retinal detachment (Fig. 2) .
The patient elected for an enucleation with a 22-mm silicone sphere implant (Bausch & Lomb, Inc., Irvine, CA, USA). Histo- (Fig. 3) . There was no iris or ciliary body involvement; however, the infiltrate extended to the extrascleral space tracking along the nerves. Small lymphocytes were diffusely positive for CD20, and were negative for CD5, CD23, lymphoid enhancer factor 1 (LEF1), BCL6, and BCL1. There was patchy staining with CD10 and CD43. Immunoglobulin light chain stains showed predominantly lambda expression over kappa. Overall, these findings were most consistent with extranodal marginal zone lymphoma. Evaluation for possible systemic involvement was recommended and the patient was referred to a medical oncologist. A CT scan of the brain was performed (an MRI could not be performed due to the patient's pacemaker) and showed possible sinus involvement. The patient was lost to further follow-up.
Discussion
This is an unusual presentation of a choroidal lymphoma in a patient suspected of possible corneal mass, which was in fact a descemetocele. This case underscores the value of B-scan ultrasonography when direct observation of the fundus is not possible, as well as the importance of histopathologic evaluation of all enucleated globes.
Extranodal marginal zone B-cell lymphoma, the most common form of uveal lymphoma, is derived from postgerminal cells and can be classified as mucosa-associated lymphoid tissue (MALT) lymphoma [5] [6] [7] [8] . While CD10 positivity is somewhat unusual for marginal zone lym- phoma, rare cases have been described previously [9] . Immunohistochemical profile excluded other small B-cell lymphomas in the differential diagnosis including chronic lymphocytic leukemia/small lymphocytic lymphoma (CLL/SLL), follicular lymphoma, and mantle cell lymphoma. Consistent with previous reports, presentation was unilateral, and involved gradual visual changes with mild ocular surface discomfort [7] . Unlike many reported cases, the patient's vision loss was initially attributed to a corneal pathology, further masking suspicion of a posterior segment disease process. This case was also atypical in presenting with elevated intraocular pressure in the affected eye. In prior reports, ocular hypertension was present in 10% of choroidal lymphoma, and fewer for patients with primary than secondary lymphoma [3] . The ocular hypertension in this case was likely not due to lymphoma, but rather from angle and anterior segment scarring from prior HSV infection. While enucleation was chosen due to blind and uncomfortable eye, external beam radiotherapy is the most common treatment for choroidal lymphoma, followed by observation, and systemic rituximab and other chemotherapeutic agents, with enucleation necessary in less than 1 in 20 cases [3] .
Although the patient was lost to follow-up and systemic disease was unable to be ruled out, the unilaterality and low-grade subtype are suggestive of primary choroidal lymphoma. Previous studies have demonstrated low risk of patients developing systemic lymphoma if not identified at the time of diagnosis [3] .
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